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Dear Editor, 
Lumbar hernias are rather uncommon, and around 
300 primary cases have been reported1. The most 
common site for the occurrence of lumbar hernias is 
in the superior lumbar triangle (Grynfeltt) and less 
commonly in the inferior lumbar triangle2. The 
inferior lumbar triangle (Petit) is bounded medially 
by the latissimus dorsi muscle, laterally by the 
external abdominal oblique muscle, and inferiorly by 
the iliac crest. The flor of the inferior lumbar 
triangle is formed by the internal abdominal oblique 
muscle. Petit described a strangulated hernia 
emerging from this triangle and then named by 
him3.  
A 58-year-old male patient, known to have 
hypertension and epilepsy presented to our surgical 
policlinic with a right sided flank swelling. There 
was no truma in patient history . In the physical 
examination, swelling became more pronounced 
with coughing. A computed tomography (CT) scan 
of the lower chest and abdomen revealed a lumbar 
wall defect and a hernial sac (Figure 1a). He 
underwent repair on prone position. After 
dissection of muscle layers, hernia sac was found. 
The sac was excised and umbricated. The neck of 
hernia was 2 cm in diameter (Figure 1b). The defect 
was closed by Mesh-plug technic and a mesh was 
fixed with interrupted sutures covering the whole 
area between 12th rib and iliac crest. The other 
muscle layers were primaryly closed. No drain was 
inserted in the subcutaneous tissue. The patient was 
discharged, with uneventful recovery in the second 
post-operative day. There were no complications 
and recurrences in the first 6 month follow up. 
Congenital lumbar hernia accounts for 20%, appears 
early in life, is rarely bilateral or associated with 
other congenital abnormalities while the acquired 
ones are subdivided into spontaneous or primary, 
and traumatic or secondary4. The primary form 
occurs in older age due to weakness in the 
abdominal muscles, while the secondary is caused by 
traumatic causes such as surgical incisions, flank or 
lumbar trauma, seat belt trauma, and retroperitoneal 
abscess or hematoma. Our case seems to be the 
primary form of acquired lumbar hernia. 
Hernia defect size and the status of tissues around 
the defect determines the surgeons approach. 
Suturing the defect primarily with interrupted heavy 
non-absorbable sutures is one of the choices. For 
larger defects the use of tensor fascia lata rotational 
flaps or free fascial grafts are described. Actually, 
non-absorbable mesh is usually preferred for 
reconstruction: it can be placed as an onlay, inlay or 
underlay depending on the size of the defect, and it 
should cover the whole area between 12th rib and 
iliac crest. Laparoscopic repair can be either 
transabdominal or totally extraperitoneal with a 
plane between the tranversalis muscle and 
peritoneum. Other possibilities include a mesh plug 
and a retroperitoneoscopic tension free mesh 
repair1. We used a combination of mesh plug with 
underlay mesh reconstruction for this type of rare 
case with no complications and recurrences in the 
first 6 month follow up.  
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Figure 1a. Abdominal CT findings showing herniated retroperitoneal fatty tissue from the defect of inferior 
lumbar triangle (red arrow) 1b. Operative field of Petit hernia showing herniated retroperitoneal fatty tissue 
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